Sir,
We appreciate the doctor's concerns regarding rational for drug dosimetry and duration of terbinafine in the context of recalcitrant dermatophytosis. Kindly find the detailed explanation of the same as given below. 1. We have conducted this survey in patients with superficial fungal infections of mild-to-moderate severity with single or multiple lesions. Also, the use of terbinafine in recalcitrant dermatophytosis does not feature in our article 2. The pharmacodynamic parameter that is most often predictive of outcome for concentration-dependent drugs is "peak/MIC;" for such drugs, single dosing strategy is a better predictor of clinical response. The pharmacodynamic parameter that is most often predictive of outcome for time-dependent drugs is "%T > MIC;" for such drugs, multidosing strategy is a better predictor of clinical response [1] 3. Hence, the sentence in the query "Drugs that are concentration dependent like terbinafine use %T > minimum inhibitory concentration (MIC) as the cardinal parameter, which essentially means that a multidosing strategy is a better predictor of clinical response; thus, a twice a day dose is better than increasing the single dose as reported in this study" is contradictory and confusing 4. Authors of quoted reference in query to support the above claim reported that "the pharmacodynamic properties of terbinafine remain incompletely described. The pharmacodynamic parameter (T > MIC, area under the curve/MIC, or C max /MIC) most predictive of drug efficacy has not been properly established for terbinafine [2] 5. Also, in the same study, authors were hesitant to comment on the dosing recommendations solely based on the data produced in their study [2] 6. Dolton et al. in their study for the first time reported the pharmacodynamic parameters for different dosages of terbinafine; however in this study also, authors never made comment or recommended particular dosing regimen for terbinafine (i.e., once daily or twice daily). Authors concluded that use of higher dose of terbinafine appears promising [3] 7. As mentioned in the query, if concentration-or time-dependent pharmacokinetic parameters would have been so much clinically relevant in case of terbinafine with more emphasis on multiple dosage regimen, then once-daily dosage of terbinafine would have been clinically ineffective compared to twice-daily regimen. However, that is not the case, in a systematic review of multiple clinical trials on the efficacy and safety of terbinafine by Villars and Jones, authors reported that both once-and twice-daily dosages of terbinafine are equally efficacious and safe in the treatment of tinea infections [4] 8. The USFDA has also approved both 250 mg once daily and 125 mg twice daily dosages of terbinafine for treating tinea infections [5] 9. From the above discussion, it is quite clear that concentration-or time-dependent pharmacokinetic parameters have very little impact on the clinical effect of terbinafine and the dosing frequency has very little clinical relevance in case of terbinafine. Both once-and twice-daily dosages are equally efficacious and safe 10. As correctly mentioned in the query that even commonly used nowadays by dermatologists in India 17. Our intention was to highlight the clinical experience of dermatologists in real-time settings and not to comment on or to compare the different dosing regimens of terbinafine 18. The observational design of the survey has been clearly mentioned as the limitation of survey. It has also been mentioned that there is a need of long-term comparative, randomized trials to address the shortcomings of this survey 19. No reference in this article has been misconstrued or misquoted as written in the query. We have clearly mentioned that studies by Cole and Stricklin [9] and Hay et al. [10] reported 87% and 100% clinical cure rates, respectively, with 500 mg/day terbinafine and not as 500 mg once daily 20. In our survey, 12% of patients reported adverse drug reactions (ADRs) associated with the use of terbinafine which is in accordance with previous results reported by various authors. [4] Even though hepatic and optic side effects are seen with terbinafine, it is not necessary that each and every patient using terbinafine will report those side effects. Since it was an observational retrospective survey in an uncontrolled setting, many patients may not have reported the ADRs 21. The treatment duration mentioned in the survey was based on the common practices followed by dermatologists in India. In our article, we have emphasized the fact that using terbinafine for extended periods seems to be beneficial in the treatment of dermatophytosis in the current scenario.
Conclusion
With the changing scenario of dermatophytosis in India, many dermatologists are relying on their clinical experience and practice rather than relying on the standard guidelines. Majority of dermatologists in India are using a combination of oral antifungals, higher doses of antifungals, longer duration of treatment, and even other therapies not even approved for dermatophytosis (retinoids, tacrolimus, salicylic acid, etc.) for the management of these tinea cases and these strategies are proving to be more effective than the standard guidelines provided in the current literature. In this survey, we have shared the clinical observation of the dermatologists in a real-time setting in an uncontrolled environment. Even though terbinafine at the dose of 500 mg once daily may not be rational according to standard guidelines, these guidelines hold very little clinical significance in the current scenario in India for dermatophytosis. In this survey, we have clearly found that higher dose of terbinafine (500 mg once daily) was efficacious and safe in the treatment of dermatophytosis. To further validate these findings, long-term randomized comparative studies are warranted.
at standard doses terbinafine achieves very high concentration in skin well above the MIC values, still the clinical failures and relapses are commonly seen nowadays with standard terbinafine dose. In a recent study Majid et al. reported that at the end of 12 weeks, there were only 43 cases out of the total 100 cases enrolled who were able to maintain a long-term clinical and mycological cure after 2 weeks of oral terbinafine treatment. The authors concluded that incomplete mycological cure as well as relapse was very common after standard (2 weeks) terbinafine therapy in patients of tinea cruris/corporis [6] 11. Similarly, in the current scenario where dermatophytosis is becoming epidemic in India and becoming very difficult to treat, dermatologists in India are using higher dose of oral antifungal drugs for longer duration which tends to benefit the patients more. The same is the case with topical antifungal drugs where using drugs for longer duration is a common practice nowadays [7] 12. Corroboration for the need of change in the management of dermatophytosis was vividly evident from a recent paper from Verma and Madhu in which authors state that "Dermatophytosis has undergone a sea change in its clinical pattern in the past few years. The standard treatment recommendations which we have been following from the Western and Indian literature are no longer valid or even realistic. In a country like India, where there is a paucity of original studies of dermatophytosis and its treatment, it is becoming amply clear that experience-based treatment of dermatophytosis is ruling the roost and is proving to be more effective than the standard guidelines provided in current literature that one often considers most valid and evidence based" [7] 13. Majority of dermatologists in India are using a combination of oral antifungals, higher doses of antifungals, longer duration of treatment, and even other therapies not even approved for dermatophytosis (retinoids, tacrolimus, salicylic acid, etc.) for the management of these tinea cases [8] 14. We conducted our survey based on a simple questionnaire to evaluate the efficacy and safety of terbinafine 500 mg once daily. In this survey, we have collected the data depicting clinical experience of the dermatologists in real-time settings who were using terbinafine 500 mg once daily in their patients for the treatment of dermatophytosis 15. Since it was a simple observational survey and not a randomized, comparative, controlled, prospective clinical trial, there was no question of comparative clinical arm or use of particular regimen of terbinafine for specific duration 16. In this survey, we only tried to highlight the clinical experience and efficacy and safety of higher dose of terbinafine (i.e., 500 mg once daily) which has been
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Sir, Widespread myths and superstitions among the people of our country has caused the emergence of dermatoses putting dermatologists in confusion and sometimes misdiagnosis if the patient does not give proper history. With all varieties of communities and secularity in our country, there are a certain group of people, especially people with the lack of knowledge about health education and awareness usually fall under prey of such malpractices. Another important factor that has led to the widespread emergence of this problem is the financial constraints. Quackery and poor medical care overlap but are not exactly identical.
A 52-year-old female came to our outpatient department with complaints of lesion over back, abdomen, and bilateral forearms for 1 week. According to the patient before 15 days a quack was being called for generalized pain and weakness she was experiencing. The quack related these symptoms due to some blood impurities. He counseled the patient that by putting an instrument over her body at various places, he will extract all impure blood and she will be alright. After 3-4 days, the patient started developing burning and itching over those sites. There was no history of any other comorbidity. No history of any drug or food allergy was present. There was no history of recent drug intake. Cutaneous examination revealed 13 well defined erythematous patches with multiple linear cuts arranged in rows horizontally over the patch indicating the blades present on the instrument. Associated erythema and exfoliation of skin were present surrounding the patch; 2 on bilateral forearms [ Figure 1 ], 1 on abdomen [ Figure   Figure 1 : Well-defined erythematous patch with linear cuts inside the patch arranged horizontally over bilateral forearms hinting to the possibility of blades in the probe used
